Colic tuberculosis is rare even in countries endemic to Mycobacterium spp.
Introduction
Tuberculosis is a contagious microbial disease caused by Mycobacterium tuberculosis. The abdominal affection is as old as the history of mankind, relatively common and represents 5% to 10% of all localisations [1] . It is fourth in line after the pulmonary, lymph node, bone and joint localisations. It affects the peritoneum, gastrointestinal tract, abdominal lymph nodes, liver, spleen and pancreas. The most common abdominal localisations are: ileocecal, peritoneal and lymph node. Colonic localisations remain rare. We report a case of pseudotumoral colic tuberculosis in a 58-year-old patient with no significant history discovered on right hemicolectomy specimen. isolated right upper and lower quadrants pain with gradual weight loss dating back 4 months prior to her admission.
Physical examination found a conscious patient, stable vitals with no abdominal tenderness or palpable mass.
Abdominal ultrasound: a hypo-echoic mass of the right flank measuring 7 cm × 4 cm with a hyper echoic inner ring resembling a digestive wall thickening (Figure 1) .
Colonoscopy: presence of a circumferential impassable stenosing lesion at the right colic flexure of which multiple biopsies were performed.
Pathological examination of the biopsies came back for a sub acute nonspecific colitis with no malignant lesions.
Thoracic Abdomino pelvic CT revealed a gastrointestinal wall thickening at the right colic flexure, 22 mm thick and 66 mm long associated with an infiltration of surrounding fat and numerous lymphadenopathy with the largest measuring 16.5 mm (Figure 2 and Figure 3 ).
The case was discussed at a multidisciplinary oncology meeting where surgery was indicated. A large tumor of the right colic flexure was discovered per operatively and right hemicolectomy was done with subsequent ileocolonic anastomosis Pathology examination of surgical specimen returned for a caseo-follicular tuberculosis of the colon ( Figure 4 ).
The patient was placed under anti TB treatment with favorable outcome and no recurrence till date. 
Discussion
The incidence of TB infection has experienced a re-ascension not only in emerging countries but also in developed countries. This is explained in part by the surge in incidence of human immunodeficiency virus (HIV) infection, malnutrition and immigration [2] . Thus resulting in an increase in incidence of extra-pulmonary localisations which account for almost 1/3 of all TB cases reported in Morocco [1] . Abdominal localisation represents a relatively common extra pulmonary localisation, accounting for 5% to 10% of all TB infections [1] . The incidence could be higher and may even double to triple the figures reported in HIV-positive patients. It is estimated to be about 13.5% in a recent study collating 199 HIV seropositive cases [1] . In abdominal tuberculosis all organs may be affected, and the most common sites of involvement include the small intestine (44%), the cecum (35%) and ileocecal junction (16%) [1] . Isolated involvement of the colon is rare; it is estimated to be around 2% and 9% with predominance of right colic involvement [1] as was the case in our patient.
Gastrointestinal involvement may be primitive by direct ingestion of mycobacterium or secondary to haematogenous or lymphatic spread of lung lesions [3] . The bacterial causative agent is usually Mycobacterium tuberculosis, bovine or human, or rarely atypical mycobacterium in immunocompromised patients [3] . Hypertrophic pseudotumoral forms are most often primitive [1] affecting young adults between 20 and 40 years [4] . A slight female predominance is observed in most cases of intestinal involvement [5] .
However it is still difficult to assess the incidence of pseudotumoral forms of abdominal tuberculosis [2] with only 5% of cases reported in literature [1] .
Symptoms of gastro intestinal tuberculosis are variable and differ widely from that of peritoneal tuberculosis which often presents as abdominal pain usually accompanied with ascites as tell tale symptoms [6] .
The clinical presentation of gastrointestinal tuberculosis is generally non specific, resulting in weight loss, low grade fever, painful abdominal bloating, constipation, ascites, and diarrhea sometimes with dysentery, when there is rectosigmoid involvement or pertains to a pseudotumoral form [1] .
Most feared complications include bowel perforation, usually compartmentalized, bowel obstruction, hemorrhage or malabsorption in the case of ileocecal involvement [1] .
On other hand, observed anomalies on lab tests like anemia or inflammatory syndrome are non specific. A positive tuberculin skin test (TST) is no confirmation of adjacent abdominal TB infection. A plain chest x-ray may help confirm or otherwise the secondary nature of the affection [1] .
Thanks to ultrasound and CT, imaging represents a decisive step in the diagnosis of pseudotumoral forms [1] .
Intestinal involvement prevails at the ileocecal junction as agglomerated loops with thickened walls usually concentric [1] . Concentric wall thickening can be heterogeneous with hypo dense zones representing areas of caseous necrosis [1] . The diagnosis of ileocecal tuberculosis remains difficult as ileocecal involvement can easily mimic Crohn's disease, certain neoplasm or appendicular tumor [1] .
More so, TB can affect any segment of the digestive tract. It often presents as clustered bowel loops, a digestive wall thickening with peritoneal nodules, or an amalgamation of deep lymph nodes including mesenteric lymphadenopathy. However this aspect may not always be present, and in the presence of a hypertrophic digestive wall infiltration with accompanying peritoneal nodules, a gastro intestinal tumor is often suspected [1] .
Surgical management is not clearly defined and depends essentially on the indication of surgery. Thus, the existence of one or more zones of obstruction in case of bowel obstruction or emergent surgery in the event of massive bleeding tends to make bowel resection imperative. It also largely depends on the nature of lesions and the extent of damage discovered per operatively and involves mostly bowel resections with or without anastomosis or by pass or even ostomy. The type of resection undertaken must always take into account the part of GI tract that requires resection.
If it were too large, especially at the ileum, ostomy should be preferred first counting on TB treatment to reduce the extent of secondary resection that would be needed [1] .Secondly, intra operative findings do not always suggest the tubercular nature of pseudotumoral forms and diagnosis can only be made after histological examination of the surgical specimen [1] . Thus surgery must always be associated with TB treatment as was the case in our patient. Postoperative complications do not differ from that observed in other indications. However, the relatively higher incidence of postoperative mortality could be explained by the fact that TB patients often consult late after long periods of evolution and with deteriorated general condition [1] .
Conclusion
Pseudotumoral colic tuberculosis is a rare disease entity even in endemic countries. It poses a problem of differential diagnosis especially gastrointestinal malignancy thus often justifying the need for surgical exploration whenever reasonable doubt exists or in the event of complications.
